Client engagement in services is a critical element of effective community-based child and family mental health service delivery. Caregiver engagement is particularly important, as caregivers often serve as gatekeepers to child mental health care and typically must consent for services, facilitate service attendance, and are often the target of intervention themselves. Unfortunately, caregiver engagement has been identified as a significant challenge in community-based child mental health services. To address this gap, the Parent And Caregiver Active Participation Toolkit (PACT), which includes therapist training and participation tools for caregivers and therapists, was developed. Stakeholders' perspectives regarding the delivery of interventions designed to improve the quality and effectiveness of community-based care are essential to understanding the implementation of such interventions in routine service settings. As such, this mixed methods study examined the perspectives of 12 therapists, 8 caregivers, and 6 program managers who participated in a communitybased randomized pilot study of PACT. Therapists, caregivers, and program managers agreed that PACT was acceptable, appropriate, and feasible to use in community settings and that both changes in therapist practices and caregiver participation resulted from implementing PACT. Some variable perceptions in the utility of the therapist training components were identified, as well as barriers and facilitators of PACT implementation. Results expand the parent pilot study's findings as well as complement and expand the literature on training community providers in evidence-based practices.
Client engagement in services is a critical element of effective community-based child and family mental health service delivery (e.g., Staudt, 2007) . Caregiver engagement is particularly important given caregivers often serve as gatekeepers to their children's mental health care and typically must consent for services, facilitate service attendance, and are often the target of intervention themselves. Furthermore, caregiver engagement in services has been linked to improvements in child outcomes (Dowell & Ogles, 2010; Haine-Schlagel & Walsh, 2015; Karver, Handelsman, Fields, & Bickman, 2006) and is considered an important process for improving the overall quality of community-based care (Garland et al., 2013) .
Caregiver engagement can also be considered an "evidencebased process" (Huang et al., 2005) as it is a foundation of multiple evidence-based practices (EBPs) across many child and adolescent mental health disorders. Specifically, caregivers are the focus of most EBPs for disruptive behaviors (Eyberg, Nelson, & Boggs, 2008) and attention-deficit/hyperactivity disorder (Evans, Owens, & Bunford, 2014) , which are the most common disorders in community-based child mental health care settings (Garland et al., 2001 ). In addition, caregivers are often a focus of treatment for EBPs targeting depression (e.g., David-Ferdon & Kaslow, 2008) , anxiety (e.g., Silverman, Pina, & Viswesvaran, 2008) , selfinjurious behaviors (Glenn, Franklin, & Nock, 2015) , bipolar disorder (Fristad & MacPherson, 2014) , and substance abuse (Hogue, Henderson, Ozechowski, & Robbins, 2014) , although intensive caregiver engagement may not always be indicated (e.g., treatment of adolescent depression). It is also important to note that clients contribute to successful protocol fidelity, suggesting that caregiver engagement may impact therapists' ability to deliver EBPs with fidelity (Allen, Linnan, & Emmons, 2012; Perepletchikova & Kazdin, 2005; Schoenwald, Sheidow, Letourneau, & Liao, 2003) .
Attendance is the most commonly used indicator of caregiver engagement (Becker et al., 2015; Ingoldsby, 2010) ; however, engagement also consists of active participation in treatment, including both meaningful interactions in sessions and followthrough with treatment recommendations between sessions (Haine-Schlagel & Walsh, 2015; Nock & Ferriter, 2005; Staudt, 2007) . Participation engagement reflects the caregivers' active, independent, and responsive contributions to treatment rather than the relationship between caregiver and therapist, and thus is distinct from working alliance (Shirk & Saiz, 1992; Tetley, Jinks, Huband, & Howells, 2011) .
Caregivers and child clients served in community settings both report a strong desire for greater caregiver participation in treatment (Baker-Ericzén, Jenkins, & Haine-Schlagel, 2013; Flynn, 2005; Rodriguez et al., 2014) . Studies have documented that community-based therapists are not optimally attending to caregiver participation in treatment for underserved, culturally diverse families Garland et al., 2010; HaineSchlagel, Brookman-Frazee, Fettes, Baker-Ericzén, & Garland, 2012) . For example, one observational study found that therapists included the caregiver in session activities less than half the time, with significant variability across providers (Haine-Schlagel et al., 2012) . Studies also indicate that therapists rarely assign or review homework in their practice (Garland et al., 2010) , and inconsistently involve caregivers in decision making about treatment .
Community-based child therapists serving culturally diverse families have identified several barriers to engaging caregivers in treatment. For example, therapists feel overwhelmed by caregivers' and families' needs and frustrated by some caregivers' apparent lack of interest in or ability to participate in treatment (BakerEriczén et al., 2013; Rodriguez, Southam-Gerow, O'Connor, & Allin, 2014) . Moreover, therapists identify lack of time and work load as major barriers to focusing on engaging caregivers in their services (Staudt, Lodato, & Hickman, 2012) . A lack of training on how to meaningfully involve caregivers in their children's treatment may also be a challenge (Brookman-Frazee, Drahota, Stadnick, & Palinkas, 2012) . To date, no study has examined program manager perspectives on challenges engaging families.
Both community-based therapists and caregivers have identified family-level barriers to engagement. From therapists' perspective, caregivers' attitudes and beliefs about treatment and the mental health system, as well as the complex needs of both the caregivers and children, contribute to challenges in engaging caregivers in treatment Staudt et al., 2012) . Caregivers report feeling unsupported by the system and blamed and ignored by therapists, which can impact motivation to engage in treatment . In addition, quantitative studies have identified family-level barriers to engaging in services, such as a racial/ethnic minority background and caregiver mental health problems (Haine-Schlagel & Walsh, 2015) .
Therapeutic strategies to increase caregiver and client engagement, most commonly treatment attendance, have been developed and some have promising efficacy and/or effectiveness data in community-based settings (Becker et al., 2015; Ingoldsby, 2010) . The majority of these interventions focus exclusively on early sessions and on increasing attendance at sessions, rather than focusing caregivers' active participation in ongoing treatment. A small group of caregiver-focused interventions have also been developed to improve caregivers' motivation and skills to participate in community-based care (e.g., Rodriguez et al., 2011) . However, optimal effectiveness of existing strategies is reduced given their sole focus on either the caregiver or the therapist. Models for targeting both stakeholders simultaneously to help them effectively collaborate together have been identified as an important next step in the development of strategies to increase client participation in communitybased services (Cortes, Mulvaney-Day, Fortuna, Reinfeld, & Alegría, 2009; Polo, Alegría, & Sirkin, 2012) .
The Parent And Caregiver Active Participation Toolkit
To address both the need for tools to increase caregiver participation in ongoing treatment and the need for strategies that target both therapists and caregivers simultaneously, the Parent And Caregiver Active Participation Toolkit (PACT; Haine-Schlagel & Bustos, 2013) was developed. PACT is designed for children ages 4 -13 with disruptive behavior problems, a client group commonly served in community-based treatment and for which caregiver involvement is clinically indicated (Garland et al., 2001; Garland, Hawley, Brookman-Frazee, & Hurlburt, 2008) .
PACT is not a treatment protocol, but rather a services toolkit designed to complement standard community-based care. The toolkit includes five tools (see Haine-Schlagel, Martinez, Roesch, Bustos, & Janicki, 2016 , for more detail): a set of evidence-based engagement strategies for therapists to implement in all clinical contact with caregivers (referred to as the ACEs given their focus on alliance, collaboration, and empowerment); a DVD with stakeholder testimonials and an accompanying workbook (both for caregivers); a worksheet for therapists and caregivers (and children when applicable) to facilitate collaborative homework planning across sessions (referred to as the Action Sheet); and motivational messages sent to caregivers between sessions. PACT's therapist and caregiver tools are linked. For example, PACT includes both training for therapists to encourage opportunities for caregivers to ask questions and DVD and workbook sections that encourage caregiver to ask the therapist any questions the caregiver may have. The goal of PACT is not to add family therapy to individual psychotherapy (no family therapy training is provided) but rather to encourage the treatment to directly involve the caregiver, which may include (but is not limited to) strategies for the caregiver to support the child's individual work, parent training, and/or family therapy. The PACT training package is delivered concurrent with therapist utilization of the toolkit, and includes an in-person workshop, eight interactive group webinar consultations, one individual consultation with a PACT trainer, and weekly training tips.
The toolkit uses the Unified Theory of Behavior (UTB; Jaccard, Dodge, & Dittus, 2002; Olin et al., 2010) as its organizing framework for behavior change targets. The UTB proposes factors that determine a person's intention to perform a behavior (e.g., attitudes such as motivation, social norms, expected benefits) as well as factors that impact the likelihood that intention leads to the behavior being performed (e.g., knowledge, skills, opportunity; This document is copyrighted by the American Psychological Association or one of its allied publishers.
This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. Jaccard et al., 2002; Olin et al., 2010) . This framework has been applied to the development of services for diverse families (e.g., Olin et al., 2010) . In addition, PACT draws from many effective engagement strategies from mental health services engagement interventions focused on initial service delivery and attendance, such as targeted assessment, promoting caregiver input and questions, supporting caregiver efficacy, and attention to homework (e.g., Alegría et al., 2008; Becker et al., 2015; Hoagwood et al., 2010; Mah & Johnston, 2008; McKay, Nudelman, McCadam, & Gonzales, 1996; McKay, Stoewe, McCadam, & Gonzales, 1998; Nock, & Kazdin, 2005; Olin et al., 2010) . PACT also integrates strategies from the broader services engagement research (e.g., links between text messaging and enhanced engagement and outcomes; Carta, Lefever, Bigelow, Borkowski, & Warren, 2013; Murray, Woodruff, Moon, & Finney, 2015) . Community stakeholders (youth, caregivers, therapists, program managers, and program support staff) provided input throughout the creation of the toolkit's materials and training, including participating in surveys, interviews, focus groups, and providing testimonials. In addition, a small group of communitybased therapists and families conducted a feasibility pilot of an earlier version of the toolkit. The families and therapists who participated in these developmental activities were culturally diverse (e.g., 86% of caregivers who participated in toolkit development interviews and focus groups were from a racial/ethnic minority background; 63% of participants who provided testimonials for the DVD were from racial/ethnic minority backgrounds). In addition, consultation with a services researcher with expertise in cultural diversity was obtained throughout the development process to maximize the toolkit's relevance for a diverse range of families (e.g., the DVD includes reference to concerns some racial/ ethnic minority caregivers may have about whether asking their child's therapist questions may be a sign of disrespect). Previously analyzed quantitative data from a recent randomized controlled pilot study support the feasibility and preliminary effectiveness of PACT when used in community mental health clinics (Haine-Schlagel et al., 2016) . Specifically, therapists randomized to use PACT participated in ongoing PACT training, used PACT as intended based on video observations, and reported overall positive perceptions of PACT in feedback surveys. Pilot study results also indicate that therapists trained in PACT demonstrated improvements in their job attitudes and their actual use of caregiver engagement strategies with their PACT family compared to therapists in the standard care condition. In addition, PACT families tended to attend sessions more regularly and demonstrated some increased caregiver participation behaviors in sessions compared to the standard care condition. Results also demonstrated some indication of differences in caregivers' perceptions of the effectiveness of treatment, with PACT families reporting somewhat greater perceived effectiveness.
The Current Study
The primary goal of the current study is to build upon a previous evaluation of PACT (Haine-Schlagel et al., 2016) to further examine the toolkit's implementation outcomes (Proctor et al., 2011) , barriers and facilitators to PACT implementation, and PACT perceived effectiveness. Such information is critical to allow for refinement of the toolkit to improve its implementation and sustainment in community settings (Garland, Kruse, & Aarons, 2003; Hoagwood, Burns, Kiser, Ringeisen, & Schoenwald, 2001 ). To accomplish this goal, the current study uses a mixed-methods approach to examine the perspectives of three stakeholder groups who participated in the pilot study, therapists, caregivers, and program managers, on the training, delivery, and outcomes of PACT. These data were collected to complement and expand the initial feasibility and preliminary effectiveness data (HaineSchlagel et al., 2016) . Because PACT was developed based on feedback from therapists, caregivers, and program managers, it was hypothesized that all groups would consider PACT to be acceptable, appropriate, and feasible to use in community settings, which are key implementation outcomes (Proctor et al., 2011) , and that stakeholders would perceive PACT as effective in changing therapist and caregiver behaviors. Further, it was expected that stakeholders' quantitative and qualitative responses would complement each other when both were available.
Method Design
Data for the current study were drawn from the parent pilot study of PACT and corresponding therapist training protocol. To capture the depth and potential diversity of stakeholders' perceptions about their experiences with PACT's therapist training and implementation, the current study used both qualitative interviews and quantitative survey data to examine themes among and across stakeholder groups. Mixed method designs combine qualitative and quantitative results to better understand research issues compared to either approach alone (Palinkas, 2014) . Qualitative and quantitative data are used to determine convergence, complementarity, or comparison across results (Palinkas, 2014) .
Participants
Participants were drawn from five community mental health clinics within three large organizations that serve a sizable, geographically diverse county within California. These clinics contract with the county's behavioral health services department to provide services to racially/ethnically and diagnostically diverse children and their families who are publicly insured or uninsured. Study participants included 12 therapists and eight caregivers from their caseloads who participated in the PACT condition of the parent randomized pilot study, as well as six program managers who oversaw the participating clinics. These sample sizes are adequate based on previous research that metathemes can be present with as few as six interviews and saturation can occur within 12 interviews (Guest, Bunce, & Johnson, 2006) .
PACT pilot study therapist participants. Therapists in the current study represented the group of therapists from the parent pilot study who were randomly assigned to deliver PACT in the context of standard care (vs. random assignment to a standard care alone condition). All therapists from six community mental health clinics were recruited through weekly treatment team/supervision meetings between August and December 2013 (therapists from five clinics participated in the study). Of the 71 therapists present during recruitment meetings, 83% (n ϭ 59) agreed to be contacted This document is copyrighted by the American Psychological Association or one of its allied publishers.
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about the study. Therapists were eligible if they (a) were employed at their agency for at least the next 5 months, (b) provided clinic-based psychotherapy to children and their families, and (c) available to start a new episode of care with an eligible caregiver-child dyad during the recruitment window. Thirty-one therapists from five clinics were randomized to either PACT or standard care conditions (n ϭ 16 and n ϭ 15, respectively). Four therapists withdrew from the PACT condition due to workload demands. The remaining 12 PACT therapists comprised the therapist sample for current analyses. See Table 1 for therapist participant demographic information. Consistent with national and local samples of community-based therapists (e.g., Brookman-Frazee, Garland, Taylor, & Zoffness, 2009; Glisson et al., 2008) , most therapists held Masterslevel degrees (83.3%) and were unlicensed (83.3%). PACT pilot study caregiver participants. Caregivers in the current study were the subgroup of caregivers who participated in the PACT plus standard care condition of the parent study. Eligible caregivers were recruited from participating therapists' caseloads. Of the 40 caregivers with whom therapists shared study information, 88% (n ϭ 35) agreed to be contacted by research staff. Caregivers were eligible if they (a) were the child's legal guardian, (b) were English-speaking, (c) were at least 18 years old, (d) had a child client between 4 and 13 years old, and (e) the child client had caregiver-identified disruptive behavior problems, (e.g., aggression, noncompliance, delinquency) as a presenting problem for treatment, and (f) had four or fewer sessions with the participating therapist. Twenty caregivers consented to participate in the study and were assigned to their child's therapist's condition (n ϭ 11 for PACT condition; n ϭ 9 for standard care condition). Two caregivers in the PACT plus standard care condition did not complete the follow-up interview and one caregiver completed the interview but declined to be audio recorded. The remaining eight caregivers comprised the caregiver sample for this study.
See Table 1 for caregiver participant demographic information. Child clients were all male, on average 7.8 years old (SD ϭ 2.8; range: 5.2-12.4), and all children had disruptive behavior problems as a presenting problem. The sample is generally representative of publicly funded clients served in this region in terms of child gender, ethnicity, and diagnosis (Zima et al., 2005) . This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
Table 1 Participant Demographics by Study Condition
PACT pilot study program manager participants. Program managers from the five participating clinics were invited to complete semistructured interviews subsequent to pilot study completion at their site. All program managers contacted agreed to participate in the study; one clinic had two different program managers over the course of the study and both asked to be interviewed. The program manager inclusion criterion was that he or she served in a role as a program/agency manager or administrative leader during the PACT training process. See Table 1 for program manager participant demographic information.
Procedures
Procedures relevant to this study are described here. Additional information regarding PACT implementation can be found in the randomized controlled pilot study (Haine-Schlagel et al., 2016) . At the end of four months, all PACT therapist and caregiver participants and program managers participated in a one-time, semistructured individual interview. Interviews were conducted on the phone or in person and lasted an average of 46 min (therapist), 29 min (caregiver), and 32 min (program manager). Interviews were conducted by two interviewers, neither of whom was involved in PACT therapist training. Therapists and caregivers also completed survey questions online and via phone/in person, respectively, following the interview regarding their perceptions of PACT. One therapist did not complete the survey questions and is not represented in the quantitative analyses. Program managers responded to survey questions at the end of their interview.
Measures
Semistructured interviews. The therapist interview questions were divided into four sections: (a) perceptions of the caregiver's participation in treatment; (b) experience using each PACT tool (e.g., acceptability, appropriateness), including recommended changes to improve PACT; (c) any adaptations made while using PACT and barriers and facilitators to implementing PACT; and (d) their future use of PACT. The caregiver interview questions were divided into three sections: (a) their participation in treatment; (b) their perspectives on each PACT tool, including recommended changes to improve PACT; and (c) the future utility of PACT. The program manager interview questions were organized into four sections: (a) information about the respondent's role and questions regarding caregiver participation policies in their organization; (b) direct experience with PACT (e.g., supervising therapists, viewing the materials); (c) observations of acceptability and appropriateness of PACT for therapists in their clinic who used it; and (d) future use of PACT in their clinic.
Surveys. Each participant completed a survey regarding their experiences with PACT to assess acceptability, appropriateness, and/or feasibility. All items were rated on a 5-point Likert scale with higher scores reflecting more positive perceptions. Caregivers and therapists completed 18-item (e.g., "Overall, would you recommend the use of PACT to a friend whose child is starting therapy?" and "Overall, how pleased are you with PACT?") and 35-item (e.g., "I would recommend the toolkit to a colleague" and "Participation in PACT training helps therapists develops skills in engaging parents") feedback surveys, respectively. Program managers answered three items (e.g., "Overall, would you recommend that other clinics use PACT?"). All surveys were designed for the current study.
Data Analysis
The qualitative data were analyzed using a coding, consensus, and comparison methodology (Willms et al., 1990) , following an iterative approach based on grounded theory (Glaser & Strauss, 1967) . All interviews were transcribed and all transcripts were initially read by Rachel Haine-Schlagel and Molly Mechammil to identify general themes.
For therapist interview transcripts, Rachel Haine-Schlagel and Molly Mechammil developed a set of initial codes based on the Proctor et al. (2011) implementation outcome framework, initial review of the transcripts, and a separate coding system developed by Lauren Brookman-Frazee. Rachel Haine-Schlagel and Molly Mechammil then independently coded three randomly selected transcripts to develop an initial coding manual. Once the draft coding manual was complete, Rachel Haine-Schlagel and Molly Mechammil created two gold standard transcripts by coding two randomly selected transcripts and discussing discrepancies, ultimately finalizing a working draft of the coding manual. A third coder was then trained in the coding system using the two gold standard transcripts (this coder averaged above 80% reliability across those two gold standard transcripts) and then the remaining 10 transcripts (including the three originally used in coding development) were double coded by the second author and third coder. Regular meetings were held between the two active coders and the first author (also the principal investigator) to reach consensus about discrepancies and to add clarification to codes and/or codes that emerged from the transcripts. After consensus was reached among coders, interview transcripts were entered, coded, and analyzed in QSR-NVivo 10.0, a program used frequently in qualitative research (Tappe, 2002) .
For caregiver interview transcripts, three interviews were randomly selected and examined independently by the first two authors to develop an initial coding system. Rachel Haine-Schlagel and Molly Mechammil then independently coded the remaining five interviews and met to achieve consensus in codes and add any emergent codes. For program manager interview transcripts, they conducted an initial read of the full set of transcripts to generate general themes and met to achieve consensus and extract themes for analysis. All resulting themes from the caregiver and program manager interviews were reviewed by Lauren Brookman-Frazee for clarity and consistency with exemplar quotes.
Results
Themes regarding therapist, caregiver, and program manager perceptions of PACT that emerged from analysis and integration of the qualitative data and corresponding quantitative data (when available) are presented below in three general categories with exemplar quotes: (a) implementation outcomes of PACT, (b) barriers and facilitators of implementing PACT, and (c) perceived effectiveness of PACT.
PACT Implementation Outcomes
Both the quantitative surveys and qualitative interviews with the three stakeholder groups (therapists, caregivers, and program manThis document is copyrighted by the American Psychological Association or one of its allied publishers.
agers) focused on several implementation outcomes of PACT (Proctor et al., 2011) , namely acceptability, appropriateness, and feasibility. Acceptability. Overall satisfaction was assessed quantitatively across all three stakeholders. In addition, separate themes related to the tools and the toolkit training emerged from the interviews and were also assessed in the surveys.
Stakeholders satisfied overall with PACT. Survey data (see Figure 1 ) from all three stakeholders indicated high scores on several indicators of overall satisfaction (i.e., overall satisfaction, recommend to others, useful for the target population, will use with new clients). Specifically, mean ratings on these items fell in the "agree to strongly agree" range. In addition, caregivers were asked about their satisfaction with each tool and their average ratings were very positive. A total of 63% of caregivers were very satisfied with the DVD (M ϭ 4.67, SD ϭ .50; possible range ϭ 1-5), 100% were very satisfied with the Workbook (M ϭ 5.00; possible range 1-5), 100% were very satisfied with the Action Sheet (M ϭ 5.00; range 1-5), and 80% were very satisfied with the Messages (M ϭ 4.78, SD ϭ .44; possible range 1-5).
PACT tools consistently perceived as useful. During the interviews, both therapists and caregivers described the individual tools as highly useful (see Table 2 ). Therapists described almost universally positive perceptions of the ACEs, DVD, workbook, and Action Sheet. Some variability was identified among therapists and caregivers regarding the PACT messages. Several therapists had positive comments while other therapists had more neutral comments about the utility of the messages. Caregivers were highly enthusiastic about all of the tools, including the messages (see Table 2 ).
Variable perceptions of the usefulness of PACT therapist training. Interview responses demonstrated an overall positive perception of the training, with some variability in perceptions of the ongoing consultation webinars (see Table 2 ). Some therapists reported that the consultation webinars were helpful in learning to use the tools in their practice. Other therapists were less enthusiastic about the consultations. In addition, one program manager noted that PACT had less developed resources and training compared to well-developed EBP trainings in which that manager had been involved.
Therapists reported generally positive perceptions of the PACT training on their surveys. For example, 36% of therapists strongly agreed with the statement, "I am satisfied with the PACT training package," whereas an additional 55% agreed (M ϭ 4.27; SD ϭ .65; possible range 1-5). For the item, "Participation in PACT training helps therapists develop skills in engaging caregivers." Fifty-five percent strongly agreed with the statement while an additional 36% agreed (M ϭ 4.45; SD ϭ .69; possible range ϭ 1-5). However, there was variability in therapist perceptions of individual training components. For the in-person training, 45% strongly agreed with their utility while the remaining 55% agreed (M ϭ 4.45; SD ϭ .52; possible range ϭ 1-5). For the individual consultations, 45% strongly agreed with its utility and an additional 36% agreed, with the remaining 18% neutral (M ϭ 4.27; SD ϭ .79; possible range ϭ 1-5). For the training manual, 27% strongly agreed with the utility, whereas the remaining 73% agreed (M ϭ 4.27; SD ϭ .47; possible range ϭ 1-5). The ongoing consultation webinars yielded the lowest average ratings; 55% strongly agreed with its utility and an additional 18% agreed, but 27% disagreed (M ϭ 4.0; SD ϭ 1.3; possible range ϭ 1-5).
Appropriateness. The degree to which PACT fit with therapist, caregiver, and program manager values and treatment goals emerged as a theme in the interviews and was also assessed in the therapist survey. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. Note. PACT ϭ Parent And Caregiver Active Participation Toolkit. This document is copyrighted by the American Psychological Association or one of its allied publishers.
This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. Table 2 , themes from the interviews demonstrated a strong fit with all stakeholders' values and goals for treatment. For example, therapists reported that PACT served as a reminder to focus on caregiver engagement, which is valued but difficult to attend to consistently. In addition, therapists and program managers noted that caregiver participation is an important clinic and practice value and that PACT helps communicate the expectation of caregiver participation in services to families. Caregivers also indicated that PACT provides them with valuable tools to help their child's treatment be successful.
Strong fit with stakeholder values and goals for treatment. As demonstrated in
On the therapist survey, average ratings for the statement, "The toolkit is compatible with the mission and values of my program" fell in the "strongly agree" range (M ϭ 4.18; SD ϭ .75; possible range ϭ 1-5), with 50% of therapists indicating they strongly agreed with the statement and an additional 31% of therapists indicating they agreed.
Feasibility. The feasibility of using the toolkit in everyday practice was identified as a theme in the therapist and caregiver interviews and also assessed in the therapist survey.
PACT considered flexible and user-friendly with some variability in overall feasibility. As indicated in Table 2 , therapists and caregivers described PACT as flexible and easy to use. Some variability in the perceived feasibility was seen in the therapist survey responses. Average ratings for the statement, "It is feasible to deliver the toolkit in my program," fell in the "agree" range (M ϭ 3.82; SD ϭ 1.08; possible range ϭ 1-5), with 27% of therapists indicating they strongly agreed with the statement and an additional 46% of therapists indicating they agreed. An additional 9.1% were neutral about the statement and 18.2% disagreed.
PACT Implementation Barriers and Facilitators
Both the interviews and surveys with the three stakeholder groups assessed perceived barriers and facilitators of PACT implementation in community settings.
Barriers to PACT implementation. The two primary barriers identified were time and technology.
Time as a barrier. One consistent barrier reported during the therapist and program manager interviews was lack of time for training support activities (sending in videos and written toolkit materials for review), preparing for sessions, and incorporating tools into existing sessions (see Table 2 ).
As indicated in Figure 1 , therapists were asked about some specific barriers in their feedback survey. The greatest barrier they perceived was time required for training ("The time required to participate in PACT training activities was a significant burden"; 36% disagreed with the statement, 27% were neutral, 27% agreed, and 9% strongly agreed; M ϭ 3.09; SD ϭ 1.0; possible range ϭ 1-5). Some therapists also agreed with the statement, "The time required to prepare for sessions was a significant burden," with 18% strongly agreeing and 36% agreeing; M ϭ 2.64; SD ϭ .92; possible range ϭ 1-5. A small number of therapists also agreed that, "The time required to use the PACT Participation Tools was a significant burden (in sessions)," (18% agreed; M ϭ 2.45; SD ϭ 1.0; possible range ϭ 1-5). Please note, the two previous items were combined in Figure 1 .
Technology as a barrier. Therapists discussed the use of technology required for PACT training as an implementation barrier. For example, uploading video recordings was slow due to clinics' broadband access and requirements for the webinar interface made participating in consultations challenging for some therapists. This theme emerged from the interviews; no survey items were available to complement these qualitative data.
Facilitators to PACT implementation. The three primary facilitators identified were the reminders built into the toolkit to implement it, previous training in EBPs, and program leader support.
Reminders as a facilitator. As seen in Table 2 , therapists spoke about the usefulness of concrete reminders to use the PACT tools, such as a reminder card created in the initial training and the weekly training tips. This theme emerged from the interviews; no survey items were available to complement the qualitative data.
Previous EBP training as a facilitator. Therapists discussed in the interviews how they used their experiences with common tools introduced in other EBP trainings (e.g., focus on caregiver skills, use of written materials, homework; see Table 2 ). This theme emerged from the interviews; no survey items were available to complement the qualitative data.
Program leader recognition and support as a facilitator. As shown in Table 2 , when leadership support was present, therapists perceived this as a facilitator. Some program managers also acknowledged the importance of supporting staff in utilizing PACT (see Table 2 ). The majority of therapists reported receiving actual program leader recognition and support on their surveys. A total of 18% of therapists strongly agreed with the statement, "My clinical supervisor or program leader encouraged me to participate in PAC," whereas an additional 55% agreed (M ϭ 3.91; SD ϭ .70; possible range ϭ 1-5).
PACT Perceived Effectiveness
Several themes across the quantitative and qualitative data emerged related to therapist and caregiver perceptions of PACT's effectiveness to change therapists' practices as well as caregiver participation in treatment. Themes also emerged regarding possible mechanisms of PACT that may explain how PACT may be effective.
Changes in therapists' practices. Two themes relevant to changes in therapist practices were identified.
Increased focus on caregiver collaboration and empowerment. Therapists and caregivers both identified increases in therapists' collaboration with and empowerment of caregivers while utilizing PACT in their interviews (see Table 2 ). This theme emerged from the interviews; no survey items were available to complement these qualitative data.
Increased session structure. Both therapists and caregivers identified increased session structure as a therapist practice change while using PACT (see Table 2 ). In addition, 36% of therapists strongly agreed with the statement, "The toolkit helps therapy sessions stay on track," whereas an additional 36% of therapist agreed (M ϭ 4.00; SD ϭ 1.00; possible range ϭ 1-5).
Changes in caregiver behaviors. Both therapists and caregivers identified changes in caregiver behaviors as a result of PACT.
Increased caregiver participation. Therapists and caregivers both highlighted increases in caregiver participation, both in and between sessions, in their interviews (see Table 2 ). In addition, This document is copyrighted by the American Psychological Association or one of its allied publishers.
55% of therapists strongly agreed with the statement, "The toolkit helps to engage parents/caregivers in their children's treatment," whereas the remaining 45% of therapists agreed (M ϭ 4.55; SD ϭ .52; possible range ϭ 1-5).
Mechanisms of PACT perceived effectiveness. Several themes emerged out of the therapist and caregiver interviews relevant to mechanisms that may explain how PACT may be effective. No complementary quantitative data were available to examine alongside the themes described below.
PACT increased caregiver motivation to participate. Both therapists and caregivers shared that they believed PACT motivated caregivers to participate (see Table 2 ).
PACT reminded caregivers to follow-through at home. Therapists and caregivers both shared that PACT served as a helpful reminder to caregivers to follow-through at home with plans decided upon during sessions (see Table 2 ).
PACT provides accountability. Therapists highlighted how PACT, in particular the Action Sheet, provided accountability to both the therapist and the caregiver to remain on track with treatment goals and homework plans (see Table 2 ).
PACT normalizes caregivers' experiences. Caregivers highlighted how PACT, in particular the DVD, normalized their experience of bringing their child for treatment and participating in treatment (see Table 2 ).
Discussion
The current study used mixed methods to examine communitybased stakeholders' (therapists, caregivers, and program managers) perspectives on the implementation and effectiveness outcomes of PACT, a toolkit to increase caregiver participation in services. This study expands the PACT randomized pilot study results (Haine-Schlagel et al., 2016) , which found promising positive impacts on therapist attitudes and practices, caregiver participation behaviors, and caregiver perceived effectiveness of treatment, all of which are important service quality indicators (e.g., Garland et al., 2010; Haine-Schlagel & Walsh, 2015; Hoagwood et al., 2012) .
Perceptions of Implementation Outcomes
All stakeholders perceived PACT as an acceptable toolkit to implement in their settings given the consistently positive satisfaction ratings on the surveys. Acceptability is necessary for successful implementation of innovations (Proctor et al., 2011) . Stakeholders viewed the tools overall as useful in promoting caregiver participation in treatment, with the most variability seen in the messages, in particular for therapists. The messages were the only tool that therapists did not receive any feedback about (the other tools they used directly with the caregiver), suggesting the importance of feedback loops back to the therapist about the impact of tools or intervention strategies they deploy.
In terms of PACT training, therapists reported variability in the usefulness of some training components, in particular the ongoing consultation webinars. Overall these findings are consistent with previous mixed methods research on therapists' preferences for training in EBPs, in which respondents indicated a strong preference for training support, interactive training experiences, and topics that are both relevant and appealing (Herschell, Reed, Person Mecca, & Kolko, 2014) . These results suggest that revising the consultations may be important in future implementation efforts. In addition, the study design may have been a barrier to optimal consultation implementation because not all consultation attendees were able to recruit a family and thus implement PACT; deployment of PACT in future implementation efforts should allow for all participating therapists to have eligible cases to implement the toolkit with at the onset of training. It was also notable that some therapists and program managers compared PACT training to more well-established, resource-rich EBPs that they had received training in. This finding suggests that community-based implementation of any structured practice change should take into account previous experiences stakeholders may have had with implementing practice changes such as EBPs.
Across all three stakeholder groups, the qualitative interviews highlighted the perceived appropriateness of PACT for community settings and these findings were complemented by the extant quantitative data. In particular, PACT seems to fit with each stakeholder's values, which is an important factor for uptake in community settings (Proctor et al., 2011) . For example, therapists perceived PACT as helping them focus on valued strategies to engage caregivers that may already be in their repertoire but are not a focus of their practice. This finding is consistent with previous research demonstrating that community-based therapists highly value focusing on the family rather than the child alone (Baumann, Kolko, Collins, & Herschell, 2006) .
Regarding feasibility, both therapists and program managers reported that PACT was feasible to use in their community settings, although the quantitative results were not universally positive. Feasibility challenges are likely linked to the barriers to implementation that therapists and program managers identified, which are discussed in the next section.
PACT Implementation Barriers and Facilitators
In terms of barriers, the primary challenge therapists and program managers identified to implementing PACT was time available to devote to implementation. These findings are highly consistent with qualitative studies of therapist perceptions of implementing structured practice changes (e.g., Chung, Mikesell, & Miklowitz, 2014; Drahota, Stadnick, & Brookman-Frazee, 2014 ) and engagement strategies (Staudt et al., 2012) . It is also notable that technology was a barrier to implementation (e.g., challenges with webinar technology; malfunctioning DVD players). Some of these challenges are related to the limited scope of funds available for this pilot study; others are due to the variability in resources available at the community settings the study took place in (e.g., IT support for computer issues related to the webinar software). As the role of technology as well as the sophistication of the technology itself increases in mental health treatment and services interventions, this may be less of a barrier for community settings.
It is important to note that despite these barriers, therapists implemented PACT as intended and with promising positive results on therapist attitudes and practices, caregiver participation, and to a limited extent caregiver perceived treatment effectiveness (Haine-Schlagel et al., 2016) . As Figure 1 demonstrates, the challenges identified were not perceived as major barriers to using This document is copyrighted by the American Psychological Association or one of its allied publishers.
PACT (average scores ranged from 2.09 -3.09 on a 1-5 scale with higher scores reflecting greater perceived challenge). Facilitators of PACT implementation included the training components that served as reminders to use the materials, previous EBP training, and program leader recognition and support. These findings are consistent with prior training literature indicating that ongoing coaching and consultation enhances therapist skills and adherence (Edmunds, Beidas, & Kendall, 2013; Webster-Stratton, Reid, & Marsenich, 2014) . Findings are also consistent with recommendations for leaders to promote a strategic climate for EBP implementation, such as rewarding and recognizing delivery of a new practice (Aarons, Ehrhart, Farahnak, & Sklar, 2014) . Taken together, these themes highlight the importance of integrating therapist training strategies with organization/leadership strategies to support EBP implementation, and support conceptual models of implementation highlighting the importance of factors at multiple levels (organization, therapists, intervention; e.g., Aarons, Hurlburt, & Horwitz, 2011) . It is interesting to note that no themes emerged regarding organizational/structural barriers such as billing or supervisor/supervision characteristics, in particular given the public funding context in which the pilot study took place and the high number of trainee participants. A lack of such themes may be related in part to the interview guide, the participants themselves, and/or the small sample sizes.
PACT Perceived Effectiveness
Both therapists and caregivers reported that PACT supported desired therapist practice changes, namely increased focus on caregiver collaboration and empowerment as well as increased session structure. The perceived increased focus on collaborating with and empowering caregivers is consistent with the demonstrated effects of PACT training on therapists' actual practices (Haine-Schlagel et al., 2016) . These results are particularly salient given previous research documenting a desire for increased caregiver collaboration and participation from both therapists and caregivers Rodriguez et al., 2014) . The finding that PACT helped therapists more effectively structure sessions is consistent with therapists' general perceptions of EBPs as helping them plan more effectively for sessions (Baumann et al., 2006) . This increased efficiency is highly important as many therapists are under significant pressure for high levels of productivity at the same time as increased documentation requirements for reimbursement.
Therapists and caregivers also identified increased caregiver participation as a result of PACT. These findings are also consistent with some evidence that PACT increases observed caregiver participation (Haine-Schlagel et al., 2016) . Increases in caregiver participation are a particularly important outcome given the encouraging links between participation and treatment outcomes (e.g., Haine-Schlagel & Walsh, 2015) and suggest the promise of PACT as an effective toolkit to increases in caregiver participation and subsequently positive child and family outcomes.
In addition to the positive outcomes of PACT reported by stakeholders, therapists and caregivers identified several mechanisms of PACT's perceived effectiveness, including that PACT increased caregivers' motivation to participate, reminded caregivers to follow-through at home, provided accountability for both therapists and caregivers to focus on caregiver participation across sessions, and normalized the importance of caregivers' participation. The motivation and social norm mechanisms identified are consistent with the determinants of behavior change identified by the UTB framework used in the toolkit's development (Jaccard et al., 2002; Olin et al., 2010) . Given the promising potential effectiveness of the toolkit demonstrated here and in Haine-Schlagel et al. (2016) , these targets may be useful areas for future formal and informal efforts to increase caregiver participation in community mental health services.
Limitations
Some caution should be taken when interpreting study results given some limitations. First, the pilot study design resulted in small sample sizes, which limit the ability to obtain a wider range of perspectives about PACT. Despite this limitation, perspectives were obtained from three stakeholder groups, which strengthen the depth of information gathered. Further, the samples of therapists and caregivers were highly racially/ethnically diverse, which strengthens the generalizability of the results. Second, therapists in this sample were primarily unlicensed. More experienced, licensed therapists may have different perspectives on utilizing PACT in community-based settings than unlicensed therapists, as well as increased knowledge and skills that may facilitate or hinder implementation of PACT. Relatedly, the caregiver sample did not include any caregivers of female child clients, which limits generalizability to that portion of the population that utilizes community-based mental health services. However, many therapists in community-based mental health settings are often trainees and more boys than girls are typically served for disruptive behavior problems in community settings in this region (BrookmanFrazee et al., 2009; Zima et al., 2005) ; thus, the pilot study sample overall represents the community-based mental health service context. Third, it is important to note that PACT was delivered within clinic-based services. It is not known how PACT generalizes to other service settings such as school-or home-based services, or how PACT could be applied in telehealth or rural contexts. Fourth, this study did not address the appropriateness of PACT in relationship to reimbursement, which is an important consideration when moving the toolkit to scale. Lastly, it is notable that two of the 12 therapists did not implement the full toolkit protocol, which reflects the nature of both service delivery and conducting research in community-based settings. These therapists had two of the three briefest interviews, and review of their transcripts indicated that their comments focused primarily on the ACEs and the training components.
Clinical Application
Multiple stakeholder perspectives are important in understanding the barriers and facilitators of implementation, as well as implementation and effectiveness outcomes, of structured interventions implemented in community-based settings such as PACT. Stakeholder perspectives can guide both toolkit and provider training development and adaptations to fit community settings. In particular, themes related to barriers (e.g., technology) can provide direction for proactive attention and planning in future or similar efforts. Similarly, themes related to implementation facilitators such as program leader support and previous EBP training also This document is copyrighted by the American Psychological Association or one of its allied publishers.
provide guidance for future implementation of innovative practices. Further, themes regarding the fit of PACT suggest that designing a toolkit that takes into account and aligns with organizations', therapists', and caregivers' values may be more likely to be adopted than treatment innovations that do not integrate and address stakeholder values. In addition, the themes related to PACT's mechanisms of change provide insight into targets for future efforts to promote caregiver participation in communitybased mental health services.
Conclusion
Results indicate that a toolkit designed with input from community-based providers and families to promote caregiver participation in treatment is perceived by multiple stakeholders as acceptable, appropriate, feasible, and effective to use in community settings. PACT appears to show promise as a toolkit to supplement standard child psychotherapy where the goal is often to engage families but barriers exist to reaching that goal.
